Dr. FAIRBAIRN, in reply to Dr. Drummond Robinson, said that no doubt it would have been possible to have enucleated the tumour by simply incising the anterior wall, but by making an incision round the tumour the amount of enucleation was lessened, and therefore also the manipulation of the pregnant uterus. It is not easy to calculate exactly the retraction of the uterine wall, but if the tumour is examined it is seen that only the outermost quarter is covered with uterine wall, and the remaining three-quarters from the surface of the growth as enucleated. As the pregnancy was only three months advanced, this is about the proportion of redundant wall which would be left in the case of a tumour of that size occupying one wall of the uterus. In regard to what Mrs. Stanley Boyd and Mr. BlandSutton had said about pain in necrobiotic fibroids during pregnancy, he would refer them to the statistics he had quoted from a former paper on this degenerative change. He considered Mr. Bland-Sutton's statement a little too sweeping, for though pain was frequent and often the marked symptom in such cases, it was sometimes absent, and also it might occur in fibroids during pregnancy without any degeneration being present. At the same time, he would agree that the diagnosis of necrobiotic change would prove correct in the majority of cases where pain, tenderness, and softening of the tumour were present in fibroids in a pregnant uterus.
A Fatal Case of Accidental Heemorrhage, partly concealed, with Intra-peritoneal Bleeding from both Fallopian Tubes.
By W. D. KEYWORTH, B. C. THE patient, M. B., aged 34, had had seven normnal labours, the last one being three years ago. On September 23, at 3.30 p.m., when about thirty-eight weeks pregnant, she was engaged with the ordinary housework-which was not of an arduous nature-when she found that she was passing blood per vaginarn. There was a definite history of a fright three days before, but otherwise she could suggest nothing to account for the haemorrhage. There was no evidence of a hemophilic tendency.
After two hours' haemorrhage, feeling faint, she lay down and sent for the midwife. The latter saw the patient and at once communicated with me. During this time there had been no pain whatever, and on my arrival, at 6.30 p.m., I found that probably 20 oz. of blood had been lost externally, and the condition of the patient was as follows: She was blanched, but not extremely so, and the pulse was 120, regular and of fair quality. Blood was trickling steadily from the vagina. The uterus was the size of full term and was hard, tense, and prominent. The foetal parts could not be made out, except that just above the pelvic brim the head could be felt on firm pressure. The fcetal heart was well heard in the left hypogastrium, and the rate was 130 per minute. There was no abdominal pain and only slight tenderness. On vaginal examination the cervical canal was found to be taken up, the os to be about the size of a shilling, and its edge rigid. The head was well engaged, and no placental tissue could be reached.
The case was recognized as one of accidental haemorrhage, partly concealed, partly evident, and the patient removed to the York Road Lying-in Hospital as quickly as possible. As a preliminary measure the vagina was plugged with gauze as thoroughly as could be done without an anaesthetic, and a tight binder was applied. Shortly after arrival at hospital fresh bleeding appeared past the plug, which had become somewhat loosened. Accordingly the remainder of the gauze was withdrawn and, under chloroform, the membranes were ruptured digitally, about 25 oz. of liquor amnii escaping with a few clots, which were probably washed out of the vagina. Otherwise the liquor was only tinged a pink colour. The tension of the uterus was somewhat but not greatly relieved. The condition of the patient had now definitely changed for the worse and was typical of that found in severe hamorrhage. Dr. Fairbairn was sent for, and on his arrival he firmly repacked the vagina under anaesthesia with 11 yards of 6 in. sterile gauze and had a tight binder with perineal straps applied. During the manipulations a few abrasions were produced on the inner aspect of the labia by the pressure of the speculum and by the introduction of the gauze. Aseptic ergot 20 minims and morphia X gr. were given hypodermically before the patient had recovered from the anaesthetic. The condition of the patient was now unchanged. The pulserate was 132, and there was complete absence of pains. This was at 9.30 p.m. Nothing of importance happened for five hours. During that time the patient had had a dose of ext. ergot. liq. by mouth, strychnine 1 gr. hypodermically, and 1 pint normal salt solution per rectum. There was no evidence of further hamorrhage, and no labour pains had appeared. At 2.40 a.m. strong bearing-down pains came on. These succeeded each other every two minutes; the gauze was driven down and partially expelled, and the head soon showed at the vulva. The heemorrhage at this stage was slight and probably did not exceed 3 oz.; there was certainly no great loss such as would suggest the escape of a large concealed haemorrhage. At 3.10 a.m. (i.e., half an hour after the first pain) the patient was delivered of a stillborn child, and ten minutes later the placenta was born. A vaginal douche was administered, but as the uterus remnained bulky, with some heleorrhage, after an injection of ergot aseptic, an intra-uterine douche at 1180 F. was given; good contraction followed, and the post-partum haeinorrhage, which had amounted in all to 18 oz., now ceased; 1 pint of normal salt solution was also given per rectumn. The placenta was circular with lateral cord insertion, and divided sharply on its maaternal surface into two alnmost equal portions, the one firm and having the characteristic pale and anmeic appearance of a normiially separated placenta, the other thinner, more flabby, and covered with old blood-clots. This latter was clearly the portion frolmi which the ante-partunm hoeimorrhage had taken place, but there was no evidence to show whether it had been situated above or below the other portion when in situ or that it had been attached to the lower segmilent of the uterus. The patient had been collapsed after delivery, but her condition was never such as to give rise to great anxiety. The intrauterine douche had been given rather as a prophylactic against further hmamorrhage, as we knew she could not afford to lose miiuch. She gradually improved under the above treatmenlt and appeared to be doing well. Three hours later her condition was found to have clhanged for the worse, the change apparently extending over the last half-hour. The pulse had beconme 150 and was very irregular and of poor quality.
The patient was restless and was again losing pes tawyina, but only slightly. The utertus was well contracted, and there did not appear to be sufficient external htmn-iorrhage to account for the change in her condition. The right median basilic vein was therefore opened and infusion of normal saline solution practised. As, after 3 pints had been admninistered in about one hour, there was little improvement, attention was again directed to the uterus. It was bulky and fairly well contracted; a slow but steady strealn was found, however, to be issuing fromii the vagina. The abrasions previously mnentioned on the labia miiinora were oozing a pale watery stream, the blood apparently showing no tendency to clot. These were picked up with stitches after hot water applications had been tried. As blood was still flowing from above and no lacerations of cervix or vagina could be found, it was decided to plug the uterus. This was done with as little disturbance as possible, the patient still lying on her back in bed with the thighs separated. The intravenous infusion was meanwhile continued, 5 pints in all being administered. As far as could be seen the bleeding was checked, but in spite of free stimulation the condition gradually became worse, and the patient died at 10 a.m., i.e., eighteen and a half hours after the first external bleeding had been noticed, about seven hours after delivery, and one and a half hours after the uterine plugging.
At the post-mortem, thirty hours after death, the condition was as follows: Body of well-nourished adult woman; marked universal pallor; rigor mortis present; no post-mortem staining. Examnination of thorax negative, except for one small haemorrhage on the convexity of the diaphragm, and a second on the visceral pericardiumn; heart substance pale and friable. Abdomen: 15 oz. blood, partly free, partly clotted, were sponged out of the peritoneal cavity about the uterus, mostly on the left side; some of the blood lay in the pelvis, some in the iliac fossaf; as regards colour, it was not noticed to be particularly pale; the significance of this will be seen later. Uterus: External appearance-length 8 in., weight 42 oz. (with vagina); irregular subperitoneal "bruising," chiefly about the cornua, and a larger extravasation of blood into the tissues of the left broad ligament, mainly visible on the anterior aspect. In no case did this "bruising" appear to forlml a haemiorrhage of any magnitude. Nowhere could any solution of continuity of the peritoneal surface be found. Appendages: Both tubes evidently contained blood, but except for the amiapullae could not be said to be distended with it. The diameter was uniformilly about ' in.
The ampulla of the left tube was distended with blood and formed a swelling the size of a walnut, that on the right, smaller, size of filbert.
On both sides small fragrmients of blood-clot adhered to the fimbriated extremity, and blood could be expressed from the left almlpulla by gentle pressure. Neither tube was opened. A section taken from about the middle of the right tube shows haemorrhage in the wall of the tube, but none in the lumen. An incision was now nmade through the anterior uterine and vaginal walls showing the uterine plug in situ; 31 ft. of wide gauze were lying well up to the fundus and stained only to a pink colour. There was no free blood in the uterus and only one or two small clots. The uterus appeared to be well contracted on the gauze, which had left its pattern on the uterine wall where it it had been in contact with it. The placental site was seen to correspond to the anterior surface, extending up to the fundus, and did not involve the lower segm-ient; no undue patency of the uterine ostia was observed.
The interest of the case of the specimen I show lies in the occurrence of intra-peritoneal bleeding from the Fallopian tubes in the course of a case of accidental haemorrhage. It is not easy to determine exactly when the bleeding took place, but judging fromn the clinical signs it is most likely that it occurred shortly before death and accounted for the final collapse.
There had been no serious flooding after delivery, but the patient had been extremely exhausted. This was natural considering the amount of ante-partum haneniorrhage, estimated at 40 oz. Further, she improved during the two or three hours following delivery. I suggest that it was with this improvement in her pulse, which was part of her general im-provemiient, that the intra-peritoneal bleeding occurred. The external hbmorrhage was not, I think, sufficient to account for the change for the worse which then took place; though this internal hoemorrhage was only about 15 oz., it was sufficient to turn the scale.
It might be suggested that the blood was in somiie way driven back through the tubes as the result of the gauze plugging in the uterus. Against this we have the following facts: the uterus was not plugged until about 3 pints of saline soluition had been infused. The blood which was oozing from the labial lacerations was extremely pale and watery; presumably this watery condition was due largely to the free infusion, and was some index of the condition of the blood throughout the body; it has been already stated, in the post-miortem examination, that the intra-peritoneal blood was not particularly pale, so I think we miiay take it as probable that the internal bleeding took place before the patient had been infused to any extent.
An examination of the specimen will, I think, show that the bleeding camiie from the Fallopian tubes. Unfortunately, in the hardened state the tubes have shrunken and there is little to be seen except the distension of the ampulla of the left tube, in wlich, as I have said, the changes were most marked. In their present state no one would say that the tubes contained blood along their whole length, either in the wall or in the lumen. The uterus was intact, and there was no solution of continuity of the peritoneal coat. Blood dripped from the open ends of both tubes, and the ampull.P were distended, imiore especially the left. The distribution of blood agree(d N-ith these findings, being for the IIlost part on the left side.
The most difficult problemi of all is to explain where the blood in the peritoneal cavity canme from-wN--hether it was (1) primiiarily from the ttubes, or (2) primarily from the uiterus, and reaching the peritoneal cavity via the tubes. The tubes have not yet been cut open, so no attempt has been made to trace the coturse of the blood. A small section has, however, been reimioved from the right tube for miiicroscopic examination. Against tubal bleedincg we have the fact that there was no history of haeemophilia or other cause of spontaneous bleeding; moreover, the source of the external bleeding, is known-the appearance of III the placenta is sufficient evidence of this, if any were necessary-and it seems unnecessary to assumie a second source for the internal bleeding, except with adequate cause. It is true that at the one spot examined the blood is in the wall of the tube. This is in favour of the tube being the source of bleeding. Against the uterine bleeding via the tubes we have the physical difficulty. Why should blood pass by what is practically a capillary channel, while the natural exit is widely patent ? I have already pointed out why, apart from the then serious condition of the patient, it is unlikelv that the bleeding occurred internally, after the patency of that exit had been interfered with by the gauze plug in utero.
I need hardly say, after labour had been satisfactorily terminated, I thought I had good reason to expect complete recovery. The case is extremely unusual and very difficult, and at Dr. Fairbairn's suggestion I am willing to sublmit it to the Pathology Committee for future investigation.
I cannot close without mllaking the obvious suggestion as to treatment. I suggest that the possibility of this intra-peritoneal complication after plugging is an argument in favour of some form of Coesarean section in cases of concealed accidental haemorrhage. I am indebted to Dr. Fairbairn for permission to use the notes of this case.
Report of the Pathology Commniittee.-On dissection, very extensive extravasation of blood was found in both broad ligaments, especially in the left, extending fromii the level of the internal os up to the fundus, through the m-neso-salpinx and around the tube, the only part free being the central portion of the anterior and posterior uterine walls and of the fundus. Sections of the tubes show that the extravasation is entirely outside the lumiien, the lumen being free from blood-discs, and undilated. We have not found any breach of surface or the actual source of the hemorrhage, but are of opinion that the whole of the haemorrhage was due to the pressure exerted on the uterus whilst the vagina was tightly packed.
Dr. FAIRBAIRN said be was anxious this specimen should be shown at the Section, as he would like to hear if any Fellows had met with or knew of the occurrence of intra-peritoneal bleeding in the course of accidental haemorrhage.
He had not been able to find any record of a case of the kind. The cause of it was very difficult to explain. He could not believe it came from the uterus, as it was difficult to see why blood should take this track when the much easier exit through the open cervical canal was available. The plugging of the uterus might be thought to have blocked this, but it must be remembered that the plugging was done after the signs of collapse had shown themselves, and therefore after the internal bleeding had occurred. The blood was dripping from the open ends of both Fallopian tubes, and a clot projected from one of them, so it evidently came from there; but the microscope seemed to show that the bleeding began in the wall of the tubes. He would be glad if the Pathology Committee would investigate this very unusual case.
On a Case of Diffuse Adeno-myoma of the Uterus.
By J. BLAND-SUTTON, F.R.C.S.
A SPINSTER, aged 43, came under my care in the Chelsea Hospital for Women on account of profuse and long-continued menorrhagia associated with an enlarged uterus, the fundus of which reached well above the pubes. The menorrhagia and the increase in the size of the uterus were attributed to the presence of a submucous fibroid, and on this diagnosis hysterectomy was undertaken. The uterus completely filled the pelvis, and at the time of the operation measured 40 cm. in circumference. When the organ was exposed through the abdominal incision in the course of the operation I was struck by its peculiar vivid redness, and the fundus presented a nunmber of short villous tufts of organized lymph.
As soon as the operation was comnpleted I divided the uterus, and on exposing its cut surface at once realized that the enlargement of the organ depended on changes in the endometrium and in all probability on what is known as diffuse adeno-myomatous disease. This view was confirmed by a subsequent microscopic examination of the carefully hardened tissues. A complete sagittal section of the uterus is represented in the accompanying figure drawn to scale, from which it will be seen that the walls of the uterus are thickened in a fairly uniform manner, but when the cut surface is critically examined the new material can be distinguished from the strictly parietal or muscular tissue of the uterus, and although it is unencapsuled there is nevertheless such a marked distinction between this adventitious and the true tissues of the uterus that the naked eye can fairly well define its limits. The whole of this adventitious mass is made up of dense strands of myomatous and connective tissue, which is permeated by chinks filled in with the wellknown cytogenic connective tissue matrix of the endometrium in which
